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isoflurane group. Hemodynamic profile in propofol group was 
thus better than the isoflurane group. 

 Regarding comparison of emergence, we compared the time 
for eye opening and time taken to reach an Aldrete score 
of 9. Aldrete score contains parameters like consciousness 
and motor activity. So, eye opening, consciousness, and 
motor activity are reasonably enough parameters to compare 
emergence. 

 We used a single isoflurane vaporizer for all cases in control 
group. Isoflurane consumed per case was calculated by 
dividing total isoflurane used in the vaporizer with total 
number of cases anesthetized. Indeed, it was a rough 
estimate, but we could not find any better and more practical 
method to calculate the isoflurane dose. The surgery was 
performed by same neurosurgical team, time required was 
nearly identical (as shown in the relevant observations in the 
manuscript) in most cases. In propofol group, we calculated 
the cost of the propofol used. We did not consider the amount 
of propofol that remained in the syringe after operation, 
because that was used in next patient, after changing the 
connecting tubing to avoid wastage of the drug. We routinely 
use midazolam 30 mcg/kg intravenous 3 minutes before 
starting administration of propofol in all cases. We titrated 
the infusion dose of propofol according to bispectral index 
scores, which were kept in a range of 40 to 60. 
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 Endotracheal tube fixation 
in neurosurgical procedures 
operated in prone position 

   Sir,  
 Neurosurgical procedures operated in the prone position 
carry risk of endotracheal tube (ETT) dislodgement, which 
is potentially life threatening. [1]  The soiling of the adhesive 
tape used for the ETT fixing and the weight of the breathing 
circuit can loosen the adhesive plasters,which can result in 
ETT slippage and dislodgement. Methods to secure ETT for 
the patients operated in prone position include its suturing, [2,3]  
and placing transparent adhesive dressing over the plasters and 
face. [4]  Several ETT fixation devices have been described. [5]  We 
describe a simple method of ETT fixation for the neurosurgical 
patients operated in prone position. Initially, the ETT is fixed 
with elastic adhesive tapes in conventional manner. Thereafter, 
another adhesive tape (approximately 50 cm long and 1.5 cm 
wide) is taped like a sling around the occiput (for cervical spine 
and cervicomedullary junction procedures) or around the neck 
(for posterior-fossa procedures and occipital craniectomies), with 
the ends wrapped around the ETT and then onto the upper 
or lower lip in opposite direction. The adhesive tape is just 
taped and not applied tightly. To prevent soiling, the adhesive 
tapes are covered with transparent adhesive drapes [Figure 
1a and b]. We have used this method in 35 neurosurgical 
procedures operated in prone position. In the later 20 patients, 
ultrasonography performed after application of adhesive tapes 
ruled out compromise of lumen of both the internal jugular veins. 
During surgery, the operating surgeon neither complained of 
venous congestion or excessive oozing in any patient, nor did 
we notice excessive oozing. We believe that with this method of 
ETT fixation, the ETT is well-secured and there is no possibility 
of its dislodgement. 
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 Figure 1: (a)  ETT fixation for cervical spine and cervicomedullary junction 
procedures with elastic adhesive-tape encircling occiput;  (b)  ETT fixation for 
posterior-fossa procedures and occipital craniectomies with elastic adhesive-tape 
encircling neck
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 Intubating children with
giant occipital encephalocele 
in lateral position: Right or 
left side? 

   Sir, 
 We read with interest few recent articles on anesthetic 
management of children with giant occipital encephalocele. [1,2]  
We routinely manage such cases in our institute, [3]  and 
often encounter difficulties in securing the airway. Various 
modalities have been suggested to overcome difficulties during 
laryngoscopy and tracheal intubation. The commonly practiced 
methods include positioning the child laterally, supporting the 
swelling with a doughnut, or placing the child’s head beyond 
the edge of the table with an assistant supporting the head.  

 We would like to suggest few points on airway maneuvering in 
lateral position. Placing the child in right lateral position makes 
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laryngoscopy easier for a right-handed person who uses the left 
hand to hold the laryngoscope, and vice versa for a left-handed 
person. Therefore, the side of lateral positioning needs to be 
decided much before the attempt of intubation. Otherwise, a 
relatively easy intubation may get complicated by restriction 
of anesthesiologist’s hand movements. Needle decompression 
of encephalocele sac, under sterile precaution, has been 
proposed as an alternative approach to overcome difficulties 
of intubation. [2]  However, the resultant rapid decompression 
of ventricular system may lead to fatal complications such as 
cardiac arrest owing to traction of cerebral neuronal pathways 
involving brainstem nuclei. [4]   

 An advantage of lateral position is that it obviates the risk of 
raised intracranial pressure that may occur with compression 
of encephalocele sac during laryngoscopy in supine position. 
Inhalational induction of anesthesia should be preferred over 
intravenous technique, especially when a difficult airway is 
anticipated. Neuromuscular blockade should be avoided until 
the airway is secured. Anesthetic challenge in children with 
encephalocele is not just restricted to airway management, 
proper positioning, maintenance of temperature, and 
replacement of blood loss also require vigilance. 
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